T GAVIE, VRGN, HENFRY A WANEAN, CALIFORNIA,
CHASRNAN FUANKING MINORITY 36

TOM LANTOS, Gad

ONE HUNDRED NINTH CONGRESS

Congress of the United States

Houge of Representatives

COMMITTEE ON GOVERNMENT REFORM
21587 Rayeunn House OFFIcE BUILGING
WasHINGTON, DC 20515-8143

2y Z8E-5074
3074

BEFRARD SANGERS, VERRIGHT,
IROEPENDENT

hitpsireform house.gov

SUBCOMMITTEE ON NATIONAL SECURITY, EMERGING THREATS,
AND INTERNATIONAL RELATIONS
Christopher Shays, Connecticut
Chairman
Room B-372 Rayburmn Building
Washington, D.C. 20515
Tel 202 225-2548
Fax: 202 225-2382
E-mail: hrgroc@mail. house.gov

MEMORANDUM
To: Members of the Subcommittee on National Security, Emerging
Threats, and International Relations
P
From: Christopher Sh@fé
Chairman >>
Date: July 14, 2005

Subject: Briefing memo for the July 19, 2005 Subcommittee hearing

Attached find the briefing memo required by Committee rules for the hearing on
Tuesday, July 19, 2005 entitled, Occupational and Environmental Health
Surveillance of Deployed Forces: Tracking Toxic Casualties. The hearing will
convene at 10:30 a.m. in room 2154 Rayburn House Office Building.



TOM DAVIS, VIRGINIA,

HERNEY & WAKBAN, CALIFGRIMA,
CHAIBRAN FAKREAN, CALIFORM

FAMING IINCHTY MERMBER
CHABTOPHER SHAYS, SONNECTICUT ONE HUNDRED NINTH CONGRESS 7‘9”‘ LAMTOS, CALIFORNA
(32 TUR JOR £, OWENS, NEW

Cangress of the United States

House of Representatibes

COMMITTEE ON GOVERNMENT REFORM
2157 RavaurRn House OFFICE BULning
WasHNGTON, DC 205156143

X
DISTRICY OF COLUMBIA

H A?Gk}’ e H” C“\F‘Ot FNA

BLRNARD SANDERS, YERMONT,
PMDEPENDENT

hitpreform house . gov

SUBCOMMITTEE ON NATIONAL SECURITY, EMERGING THREATS,
AND INTERNATIONAL RELATIONS
Christopher Shays, Connecticut
Chairman
Room B-372 Rayburn Building
Washinglon, D.C. 20515

Tel 202 225-2548
Fax; 202 225-2382

July 14, 2005

MEMORANDUM

To: Members of the Subcommittee on National Security,
Emerging Threats, and International Relations

From: Kristine K. Fiorentino x I

Subject: Briefing Memorandum for the hearing, Occupational and

Environmental Health Surveillance of Deployed Forces:
Tracking Toxic Casualties, scheduled for Tuesday, July 19,
2005, at 10:30 a.m. in Room 2154, Rayburn House Office
Building.

PURPOSE OF THE HEARING

The purpose of the hearing is to examine how the military services have
implemented DOD policies for collecting and reporting Occupational and
Environmental Health Surveillance (OEHS) data for deployed forces and
how OEHS reports will be used to address health issues of servicemembers.



HEARING ISSUES

1. How effective have the military services been at collecting and
reporting OEHS data for deployed forces?

2. How useful are OEHS reports for addressing health issues of
servicemembers?

BACKGROUND

Since the end of Operation Dessert Shield/Storm in 1991, more than
125,000 U.S. veterans of the Gulf War have complained of illnesses.
Typical complaints of Gulf War veterans are: flu-like symptoms, chronic
fatigue, rashes, joint and muscle pain, headaches, memory loss, reproductive
problems, depression, loss of concentration, and gastro-intestinal problems.
Others suffer cancers, heart and lung problems, and amyotrophic lateral
sclerosis (ALS) or Lou Gehrig's Disease.

Many believe they are suffering chronic disabling conditions as a
result of wartime exposures to one or more of 33 toxic agents known to be
present in the Gulf War theater of operations. Before, during and after the
hostilities, U.S. troops were exposed to a variety of potentially hazardous
substances. Potential exposures include chemical and biological warfare
agents as well as pesticides, insect repellants, leaded diesel fuel, depleted
uranium, o1l well fires, infectious agents, the experimental drug
pyridostigmine bromide (PB), and multiple vaccines including anthrax.
However, a lack of data has made it difficult to establish causal links
between exposures and subsequent illnesses.

According to a Government Accountability Office (GAQO) report,
"Research etforts to determine the cause of Gulf War illnesses have been
hampered due to incomplete medical surveillance data on 1) the names and
location of personnel deployed to the Persian Gulf, 2) exposure of personnel
to environmental health hazards 3) changes in the health status of personnel
deployed 1n the theater, and 4) records of immunizations and other health
services provided to the individuals while deployed.” (Web Resource 1)
As aresult, GAO found, "the data available were poorly suited to support
epidemiological and health outcome studies related to veterans' Gulf War



illnesses." (Web Resource 1) Likewise, the Presidential Advisory
Committee on Gulf War Veterans' Hlinesses final report concluded many of
the health questions veterans have may go unanswered due to a lack of data.
(Web Resource 2)

Since Operation Dessert Shield/Storm in 1991 several steps have been
taken to increase information and knowledge about environmental and
occupation exposures in service. This information will be especially
necessary for troops deployed in Operation Iraqi Freedom (OIF) since they
share similar deployment locations with the 1991 Persian Gulf War veterans.

Public Law 105-85, National Defense Authorization Act, 1998

Public Law 105-85 includes provisions for improving medical
tracking systems for members deployed overseas in contingency or combat
operations. The law requires the Secretary of Defense to establish a system
to evaluate the medical condition of deployed servicemembers. Elements of
the system must include predeployment and postdeployment medical
examinations, an assessment of mental health and the drawing of blood
samples. The law mandates medical records including immunizations be
maintained in a centralized location. The Secretary of Defense is also
required to submit to Congress a report containing a plan for collecting and
maintaining information regarding the daily location of units of the Armed
Forces, and to the extent practicable individual members of such units. The
law also requires the deployment of specialized units for detecting and
monitoring chemical, biological and other hazards in the theater of
operations. (Web Resource 3)

Department of Defense Force Health Protection

The Department of Defense has applied lessons learned from the
Persian Gulf War to develop the Force Health Protection (FHP) strategy.
The Force Health Protection strategy focuses on maintaining a healthy and
fit force, casualty prevention and casualty care. These goals are to be
accomplished through the use of military medical surveillance,
environmental monitoring, personal protection, and personnel monitoring.
The FHP program is designed to track service members' diseases and
injuries and to provide follow-up treatment for deployment-related health
condifions,



The Department of Defense plan to provide force health protection
includes improving risk communication, medical intelligence, providing
environmental risk assessments to commanders on the battlefield, giving
medical threat briefings and distributing pocket-sized health guides to
deployed personnel. The Defense Medical Surveillance System has created
a database on diseases military personnel may be exposed to during their
deployment. (Attachment 1, p, 1)

The DOD has also established three deployment health centers for
health surveillance, health care, and health research. The centers focus on
prevention, treatment and understanding of deployment health concerns.
(Attachment 2, p. 1)

Health Assessments

The DOD implemented predeployment and postdeployment health
assessments to validate an individual's medical readiness to deploy and
address health concerns upon return. The health assessments are
questionnaires servicemembers fill out. Troops are asked to rate their health,
and are asked whether they have any health concems, or concerns about
possible exposures or events during their deployment. Those service
members who answer, "yes" to certain questions are referred for further
examination. Questionnaires are reviewed and signed by health care
personnel. (Attachment 2, p. 1)

After a physician reviews the form, it is sent to Walter Reed Army
Medical Center in Washington, D.C., where it is scanned electronically and
stored for future use. According to Dr. Michael Kilpatrick, Deputy Director
for the Deployment Health Support Directorate, the health assessments are
used "to see if there are any changes in service members' health or condition
that may require attention before or after they deploy.” (Attachment 3, p.
2) Data from the health assessments are maintained by the Defense Medical
Surveillance System (DMSS). DOD believes its predeployment and
postdeployment questionnaires fulfill Public Law 105-85 requirements to
conduct predeployment and postdeployment medical examinations of
soldiers.

DOD also requires a blood sample be obtained no later than 30 days
after arrival at a demobilization site or home station and forwarded to the



DOD Serum Repository. Blood samples from National Guard and Reserve
mermbers are to be obtained during demobilization. (Attachment 4, pp. 1-2)

The military has recently developed a Post-Deployment Health
Reassessment form which will be used to evaluate the health of
servicemembers three to six months after deployment. (Web Resource 4)
This form will be useful in addressing concerns that health problems may
not present themselves until several months after returning from
deployment.

Center for Health Promotion and Prevention Medicine (CHPPM)

In 1994, the U.S. Army Center for Health Promotion and Preventive
Medicine (CHPPM) was established in order to enhance DOD's ability to
perform environmental monitoring and tracking. In 1995, the 520™ Theater
Army Medical Laboratory was established. The laboratory is a deployable
public health laboratory which can provide environmental sampling and
analysis in theater. The sampling can be used to determine what
preventative measures and safeguards should be taken to protect troops from
harmful exposures. (Web Resource 1)

The information CHPPM obtains through air, soil, and water sampling
is entered into a database linked with Defense Manpower Data Center
(DMDC) information on the units deployed to the theater. By using
mapping data obtained from the National Imaging and Mapping Agency,
CHPPM analysts can identify which units are in the most danger of exposure
to environmental contaminants. This is known as the Geographical
Information System, and it can calculate the degree of risk to specific units
at specific theater locations. (Web Resource 1)

GAO Report

The GAO will release a report at the hearing entitled, “Defense Health
Care: Improvements Needed in Occupational and Environmental Health
Surveillance to Address Immediate and Long-term Health Issues.” The
hearing will focus on the findings of this report. (Attachment 5, p. 1)

Occupational and environmental health surveillance (OEHS) 1s an
activity that includes the regular collection and reporting of occupational and
envirommental health hazard data by the military services during a



deployment that can be used to monitor the health of servicemembers and to
prevent, treat or control disease or injury.

DOD guidelines require the preventative medicine units of each
military service be responsible for collecting and reporting deployment
OEHS data. This data is categorized into three types of reports: baseline
reports, routine reports and incident-driven reports. Baseline reports include
site surveys and assessments of occupational and environmental hazards
prior to deployment of servicemembers and initial environmental health site
assessments one servicemembers are deployed. Routine reports show the
results of regular monitoring of air, water, soil or other known or possible
hazards identified in the baseline assessment. Incident-driven reports
document exposure or outbreak investigations.

Currently there are no universal requirements on the number or type
of OEHS reports that must be created for each deployment location. The
preventative medicine units submit OEHS reports to their command
surgeons who review all reports and ensure they are sent to a centralized
archive maintained by CHPPM. In some circumstances the preventative
medicine units can send OEHS reports directly to CHPPM. These
archived OEHS reports will be needed by researchers to conduct
epidemiologic studies related to long-term health issues of deployed
servicemembers.

DOD has established a system for identifying which servicemember
deployed to the theater. The services are required to provide deployment
data to the Defense Manpower Data Center (DMDC) in Monterey,
California, which is responsible for maintaining a database on those
servicemembers who are deployed. The DMDC database includes
information on the units and personnel within those units who have deployed
to a theater. However, DOD does not have a system for tracking the
movement of individual servicemembers in units within the theater.
Individual troop location data is needed to accurately identify exposures of
servicemembers to health hazards in the theater. (Attachment5, p. 1)

DOD plans to combine exposure data with personnel information
from the Defense Manpower Data Center in order to enable DOD to 1dentify
service members who were nearby when an exposure occurred. (Web
Resource 5)



Health Exposures

Several New York National Guard soldiers from the 442" Military
Police Company complained of having health effects after serving in
Samawabh, Iraq in 2003. The soldiers complained of headaches, fatigue,
shortness of breath, nausea, dizziness, joint pain and frequent urination.
Their unit was stationed at an abandoned railroad depot area where tank
battles had taken place. (Attachment 6, p. 1)

Dutch soldiers who arrived to replace the Guardsmen claimed they
swept the area with Geiger counters and found high radiation levels.
Members of the 442" Military Police Company believe they have been
exposed to depleted uranium. They had their urine tested for depleted
uranium by an independent uranium expert who found their depleted
uranium levels to be high. However, later testing done by DOD did not
show elevated levels for these soldiers. Depleted Uranium (DU) 1s a waste
product of the uranium enrichment process. It is used in some artillery
shells and as armor plating for tanks. When tanks are hit by depleted
uranium shells, a fine aerosol of dust 1s released. (Attachment 6, pp. 3-4)
Ingestion or inhalation of depleted uranium poses a potential health risk due
to DU’s heavy metal toxicity. However the medical community has not seen
any adverse health effects associated with intemmal exposure. DU was used
by the US military in combat weapons for the first time during the 1991 Gulf
War. (Attachment 7, p. 1)

DISCUSSION OF HEARING ISSUES

1. How effective have the military service been at collecting and
reporting OEHS data for deployed forces?

The collection and reporting of OEHS data varies among the services.
Different data collection methods have been used by the services for
momnitoring air and soil. The mulitary services also have differences in terms
of their levels of training and expertise for soldiers responsible for
conducting OEHS activities. (Attachment 5, p. 1)

The military services have not submitted all of the OEHS reports that
have been completed in OIF. The reason for this, according to DOD, 1s
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because there is limited access to communication equipment to transmit
reports for archiving. DOD also does not have the required consolidated
lists of all OEHS reports completed during each quarter in OIF and therefore
can not identify reports that have not been received.

The mulitary services have not submitted location data for the first
several months of OIF. The Marine Corps has provided location data by
country only, while the other services have named the base camp or grid
coordinate locations. Without sufficient location data, it will be difficult to
link individual servicemember’s records to QOEHS report.

There are also concemns preventative medicine units may not know the
full extent of hazards and exposures since OEHS reports tend to be limited
to established sites such as base camps or forward operating bases due to
restrictions on the portability of OEHS equipment and risks faced during live
combat. (Attachment 5, p. 1)

2. How useful are OEHS reports for addressing health issues of
servicemembers?

Veterans will need access to OEHS reports in order to ensure VA will
provide health care and disability compensation for health effects they may
be suffering as a result of exposures. Researchers will need OEHS
information in order to conduct epidemiologist studies related to long-term
health problems of servicemembers. However, most OEHS reports are
classified and will likely remain classified until OIF has ended. Thus, there
1s concern OEHS reports will not be accessible.

Many soldiers may not be aware that OEHS reports exist. In some
cases OEHS reports were created after a unit had left Iraq. The services
have attempted to include OEHS summaries in the medical records of
servicemembers deployed to certain locations. However, the services have
not made any effort to have those summaries placed in units records who
may have left prior to the OEHS reports being made.

DOD and VA also do not have a federal research plan for using
OEHS reports to follow the health of OIF servicemembers over time.
According to the draft GAO report, “DOD has made progress in using
OEHS reports to address immediate health risks during OIF, but limitations



remain in employing these reports to address both immediate and long-term
health issues.” (Attachment 5, p. 1)

Some are concerned OEHS data is not in an easily understandable
format. Until DOD organizes the various pieces of OEHS data into a
readable format, it will be difficult for the VA or researchers to make use of
this information to address the health issues of servicemembers.

Mr. Brian Scott LaMorte, Company Sergeant Major, North Carolina
Army National Guard, will testify about the exposures he experienced and
health concerns he has afier serving in Afghanistan,

Mr. Raymond Ramos, Retired Staff Sergeant will testify about the
exposures he experienced and health problems he suffers after serving in
Iraq.

Dr. Marcia Crosse, Director Health Care, GAO will present testimony
regarding the GAO report entitled, “Defense Health Care: Improvements
Needed in Occupational and Environmental Health Surveillance to Address
Immediate and Long-term Health Issues.

Dr. Michael Kilpatrick, Deputy Director of the Deployment Health
Support Directorate, Department of Defense will present testimony
regarding how the military services are collecting and reporting occupational
and environmental health surveillance data.

Dr. Susan Mather, Chief Officer, Office of Public Health and
Environmental Hazard, Department of Veterans Affairs will testify about
how occupational and environmental health surveillance reports will be used
to address health issues of servicemembers,
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Introdﬁction

Inthe 10years since the Persian Gulf War, the U.S. military

has had to address the concerns of Gulf War veterans regard-

_ing their health and service in that war. At the same time, U.S.

inilitary forces have deployed to Scmalfa, Rwanda, Haiti,

‘Bosnig, and Kasovo and have continued to deploy to southwest

Asia. Many lessons have been learned from the successes and
failures in disease prevention, health risk communication, and
military health care from responding to past and current deploy-
ments. These lessons learned are being incorporated info new
policy and programs that will fundamentally change and im-
prove how the Department of Defense (DoD) addresses the
health needs of militaxy personnel 1

Recent Health Concerns

To understand the isapetus behind this change, it is fmpor-
tant to review the health concems that with the depioy-
ment of U.S. troops to the Persian Guif in August 1990. There
was substantial apprehension that the harsh desert environ-
ment would place the health of troops at risk and that a full-
scale war with Iraq woeuld produce massive casualties.*® Fortu-
nately, the successful military operation limited deaths among
1.8, Torces; 147 died as a result of combat infuries, and 225 died
from noncombat causes, mainly and motor vehicle ac-
rideris* On the battlefield, U.S. troops were in good health:
overall injury and iiness rates were lower in this conflict than in
previous wars, 58 At the end of the Gulf War, the primary heaith
concerr: was the potential effect of exposure to smnke from 600
ofl well fires ignited by the retreating iragl army.”

Within the DoD and the military healih system, the Gulf War
was fudged to be a victory in 1991, not only for our combat
forees but alse for military medicine.? Consequently, reports of
ifl health among veterans that began to emerge several months
after the war ended were unexpected 9 For many within and

Mititary Medicine, Vol. 167, March 2002
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outside the Dob, it was difficult to understand how serious
health problems could develop after a war that had produced so
few batilefield casualties. Initial investigations failed fo find a
unique disorder or a likely wartime exposure that could explain
the delayed medical problerns. 59 A decisive response was de-
layed, and the protracted public and scientific debate about a
possible “Gulf War syndrome™ began.

One of the primary mistakes made after the Gulf War was the -

failure to understand the importance of health effects on veter-
ans and the tmpact on society of even a brief and successfol war,
After every war, many veterans require increased health care
and compensaton for filnesses and injuries. In addition, ques-
tions about unexplained symptoms or "war syndromes™ have
been a recurring problem since at least the U.S, Civil War.!? Just
as importantly, after the trauma of armed condlict, a national
perlod of adjustment and reassessment follows. The U.S. Gov-
ernment should have been better prepared to address the con-
cerns that inevitably arise about wartime events. Considering
the acrimony of the Agent Orange controversy after the Vietnam
War, more exensive risk assessmment and commundcation ef-
forts should have been initlated during and after the Gulf War.
When the DoD could not answer questions ahout wartime ex-
posures and the extent of health problems among veterans,
misunderstandings and doubts Inevitably resuited.

_ Two additional factors contributed to the developing contro-
versy and criticisin of government efforts. As a result of recent
structural changes in U.8. combat forces, mare than 104,000
Gul{ War troops were reservists and National Guard personmel.b
On their return 1o the United States, these war veterans lost
ready access to military medical care because only actively serv-
Ing troops are eligible for full health care benefits in military
treatment facilities.'* Additionally, the rapid and unprecedented
shrinking of the all-volunteer military foree in the early 1980s
resulted in a reduction of the active force by more than 600,000
personnet by 1895. 1 Many active duty troops who had served in
the Gulf War were invohuntarily separated from the military,
losing financial and cocial stability and aceess to routine mili-

tary health care. Gulf War veterans faced further Emitationsin .

obtaining health care and compensation frormm the Department of
Veterans Affairs {VA) because of speeific legal guidelines for
eligibility. Even when civilian medical care was obtainable,
hezlth care providers were not always knowledgeable about the
unique envircnmental and infectious disease exposures during
the Guif War. Many veterans were left without support, frus-
trated, and confused about the potential health effects of their
wartime experiences. The veterans' service organizations, the
press, and elected officials were appropriately aIaxmeci by the
plight of veterans.

Finally, the public and scientific debate over the health of Gulf
War veterans and thelr exposures in the war merged with. the
ongoing and much larger national debate regarding environ-
mental risks and unexplained illnesses.*® The public already
had concerns about unexplained fllnesses such as chronde fa-
tigue syndrome, the threat of another new discase such as
acquired immunedeficiency syndrome or Lyme disease, and the
potential health risks: from low-level chemical exposures in ev-
eryday life. it was understandable for the pubtic, the media, and
scientists to be concerned that veterans might be experiencing a
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new, unexplained illness caused by their expasurés in a bazard-,
ous environment half a world away.

Force Health Protection

The military healih system needed to change to deal with
concerns and unanswered questions about the health of veter-
ans and war-related exposures after a future hazardous deploy-
ment. These changes evolved during the course of the decade,
culminating in a Jolnt Staff vision for force heaith protection

[[FHF}.*$ The FHF sirategy balances the DeD's responsibilities to

{1} promote and sustain health and wellness throughout each
person's milifary service; (2) prevent acute and chronic illnesses
and injuries; and (3) rapidly stabilize, treat, and evacuate casu-
zlties, In addition, FHP acknowledges the importance of con-
ducting health survetllance and Iongitudinal health studies and
ensuring adequate health record documentation and clindeal
follow-up for deployed fores.!

FHP arose from earler initiatives to improve the military
health system’s response to deployments and the health of de-
ployed forces. A January 1996 policy memoranduin divected a
detailed medical surveillance and health protection plan for U.5.
military forces deploying to Bosnia.!” In August 1997, the DoD
issued a directive, “Joinf Medical Surveiliance,” and an accors-
panying instruction, “Implernentation and Application of Joint
Medical Surveillance for Deployments,” which corrected many
nadequacies in the milltary’s response fo heaith and heatth
protection during deployments {‘I‘abic 1).181% In 1908, the Joint
Staff, in collaboration with the Assistant Secretary of Defense for
Health Affairs, specified the preventive actions that must take
place before, during, and after deployments to ensure better
disease survelllance, health protection, and properly docu-
mented health care.®>% The FHP strategy encompasses the in-
tegrated preventive, clinical, and operational programs neces-
sary to protect the healih of the “total force."® The Joint Staff is
now updating deployment guidance to expand surveillance and
documentation of environmental and otcupational hazards and
is developing the plan to ensure progress in achieving all of the
elements in the FHP vision.

FHP is a significant departure from previous medieal readi-
ness planning, which focused on conventional combat medicine
and casualfy care. FHP places increased emphasis on helping
service members and famnilies stay healthy and St and on pre-
veoting injury and {lness, while maintaining an exceptonal
casualty management system. The DoD has been guided in
these efforts by a series of expert panels that have evaluated
Gulf War and deployment health issues. Recommmendations
have come from several Instifute of Medicine committees, 2% g
Deferise Science Board Task Force® a National Institutes of
Health Technology Assessment Workshop,? a Presidential Ad-
visory Committee® and a Presidential Review Directive*
Within the DoD, the Joint Staff obialned recommendations from
1} FHP working groups.® In 1999, direct guidance was provided
in the Institute of Medicine report “Sirategles to Protect the
Health of Deployed U.S. Forces: Medical Surveillance, Record
Keeping, and Risk Reduction.”” The perspectives of indepen-

" dent panels of scientific and public health experts have been

vital in developing effective policy to address the complex and
controversial health issues of importance {o military members
and veterans,
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TAGLE 1
MAJOR DOD FORCE HEAUTH PROTECTION POLICIES
Policy Type/Number ) Title Date
Dob Directive 6450.2 Jolnit Medical Survelllance . Aupust 30, 1997
DaD Instruction 6480.3 Implementation and Application of Joint Medical Survefllance for August 7, 1997

- Deployments
Joiut Stadl Memorandum MCM-253-98
ASD Health Affairs Palicy

and Blood Samples
Dol Directive 4715.1 Environmental Seeurity
Dol Directive 5490.5
Dol Directive 6205.3
Dol lnstruction 6055.1
ASD Health Affadrs Policy

ASD Health Affairs Pollcy
Bl Directive 5200.2

Deployment Health Survetllance and Readiness
Policy for Predeployment and Postdeployment Health Assessments

Combat Stress Control ngrams

DoD Immunizatien Program for Blological Warfare Defense

DeD Safety and Occupational Health Program

Policy for National Surveillance for Birth Defects amang Departraent
of Defenise Health Care Beneficiaries

Establishment of Dol} Centers for Deplayment Health

Use of Investigational New Drugs for Force Health Protection

December 4, 1908
. Qetober 6, 1988

February 24, 1896
February 23, 1859
November 28, 1993
Avgust 19, 1998

Nevember 17, 1998

September 30, 19599
August 1, 2000

ASD Hedlth Affatrs, Assistant Secmtary of Defense for Health Amajrs

Lessons Directing New Policy

The FHP strazegy evolved from ﬁve major lessons learned
during the past decace. FHP represents an integration of these
lessons to shape the cwrrent and future development of pro-
grams and policies within the DoD to achieve hiealth protcf:tion
for the military force.

Lesson One: Improved Communication

For the DoDy, Gulf War ilinesses and the anthrax vaccine
controversy demonstrated the challenges of risk communication
on issues involving the healfh of milifary members, veterans,
and their families.®*? A central component of FHP must be
improved health risk commnumication with military members
and veterans, The instant avallzhility of information, factual
and otherwise, on the Internet means that the DoD must be
proactive in providing accurate health information developed
using the effective tocls of risk communication.®* Highly edu-
cated, all-volunteer troops expect detailed information on issues
that affect their health. To maintain their military readiness,
they also need accurate information on health hazards so that
they can take appropriate actions to protect their health and
seck appropriate care. Informed troops will be both heslthter
and more confldent, which will fmprove mcrale and perfor-
mance,

A major goal of FHF is to make military members partners in
protecting thelr health by supplying them with the knowledge,
skills, and resources needed fo stay healthy during military
service. Risk communication on health risks and preventive
countermeasures is a required element before, during, and after
deployments. 2

One example of this component of FHP is the Health Risk
Communication Office at the U.S. Army Center for Health Pro-
motion and Preventive Medicioe. Its misston is to develop risk
communication products and skills throughout the U.S. Army
and the DoD by (1) providing risk communication expertise and
training, (2} delivering consultation to senior leadership, 3] de-
veloping health risk commumication publications, and {4) re-
spending to emergency situations. The Health Risk Conununi-
cation Office sponsprs iraining worksheps on  effective,

evidence-based tools and technigues for risk copumunication in
high-concern, sensitive, or controversial situations,*

Another communication initiative is the DoD Deployment
Health Clinical Center zt the Walter Reed Army Medical Cen-
ter, %8 A primary migsion of the clinical cexiter is to develop and
implement clinfeal risk communication strategies. Both veter-
ans and clnicians nesd and want sourid and timely information
regarding depioyment-related exposures and deployment-spe-

-cific health outcomes. The center is developing a dynamic World

Wide Web site to sustain a dialogue with those it is charged with
protecting and their clinicizns regarding exposures, diseases,
health concerns, and medically unexplained symptoms.

An interageney iniliative supporting improved communica-
tion is the Health Risk Commamnication Working Group of the
Military and Veterans Health Coordinating Beard.¥ This work-
ing group provides recommendations and coordination for the
health risk communication efforts of the DoD, the VA, and the
Department of Health and Human Services (HHS) for military
members, veterans, deployed civillans, and their families. The
working group’s primary focus is on health risk communication
before, during, and after combat operations and other major
deployments.

Finally, the DoD has recognized that it must convey to the
nation at large its intentions and programs regarding health
hazards affecting military members and veterans. To substan-
Hally tmprove risk commurdcation, the media will have fo be
better mfonmed about military health care and the health in-
pact of military service. Increased openness and communication
by tte DoD on these issues will in turn enhance the credibility of
the military health system.

Lesson Two: Health Surveillance

Improved health surveillance and health risk assessment
have to be a major component of an effective FHP program ¥
One of the wain cbstacles in resolving many of the Gulf War
health guestions has been the lack of individual data on prede-
ployment health status, exposures durlng deployment, and
health staius assessment at the war's end. Without baseline
and longitndinal health data, it has been difficult o determine
the nature of health changes among Gulf War veterans.

Military Medicine, Vol. 167, March 2002
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Since the Gulf War, the DoD has issued policies for expanded
health surveillance, especially during military deployments, 1%
These FHP policies mandate routine health surveillance ac-
tivities during all majer deployments and during any deploy-
ment identified as posing a significant health risk to deployed
personnef, 202 , :

Oue of the innovative aspects of improved surveillance has
been the establishment of the Defense Medical Surveillance
System.® In March 1997, the Assistant Secretary of Defense for

Health Affairs directed the Army to establish a Defense Medical.

Surveiliance System by transitioning from an Army-specific sys-
tem. The Army Medical Survelllanice Activity, U.S. Army Center
for Health Promotion and Preventive Medicine, developed and
now operates the new surveillance systen. The Defense Medical
Survelllance System eontains up-to-date and historical data on

discases and medical events {¢.g., hospitalizations, ambulatory

visits, reportable diseases, human immunodeficiency virus
tests, and health risk appraisals) and longitudinal data on per-
sonnel and deploymerts. The Defense Medical Epidemiology
Database provides authorized users worldwide with real-time
access through the Internet to user-defined queries of aggregate
data in the surveillance system.

The Defense Mediea)l Surveillance System provides the link
between health surveillance data and specimens in the Dol
Serum Repository, which contains more than 26 million frozen
serum specimens from military personnel. As part of routine

screening for human fmmunodeficiency virus infection, these’

specimens are routinely collected during railitary service and
before major deployments and are available for analysis when
new health questions arise. ™ Another innovaiion has been the
registry of birth defects, which combines both active and passive
surveillance,** Because women represent an Increasing pro-
portion of the military force, women'’s health issues have been
an impertant consideration in developing FHP policy.®

One example of this component of FHP has been the unprec-
edented health screening for troops sent to the Balkans.V
‘Troops were administered predeployment and postdeployment
health questionnaires, serum samples are stored at the DoD
Serum Repository, and data have been analyzed both in real
time and in retrospect for health outcomes related to this de-
ployment. #1.42

Improved health surveillance will Jead to more accurate risk
assessinent, which is particularly important during and after
hazardous deployments. As demonstrated by unresolved ques-
tions regarding the health of Gulf War veterans, it is difficult to
assess risks without accurate exposure data.* Although there
has been much speculation about the effects of wartime expo-
sures—ofl well fire smoke, pesticides, chemical weapons, vac-
cines, and psychological stress—io single cause has been demn-
anstrated to have produced widespread health problems among
Gulf War velerans. As part of FHP, preventive medicine, for-
ward laboratory, and enwironmental surveillance teams are now
a routine aspect of military deployments, and guidelines on
short-term chemical exposures are available for deployed per-
SBIIHELN'{'S :

Lesson Three: Health Records

The full benefit of increased medical and environmental sur-
veiliance will be realized only if medical record keeping and data
access are jmproved within the DoD.*” An integrated informa-
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tion system, which collects all health and exposure data, trans-
lates data into useable formats, and makes them available
wurldwide, is needed, Consequently, a long-term goal of FHP is
for each military member to have & comprehensive, lifelong,
computer-based patient record of all illnesses and injuries,
medical care, immunizations, and exposures to potential health
hazards.* With standardized, readily-accessible medical and
exposure data, health assessments of military personnel and
veterans can be a routine process during future deployments
and after military szrvice, A compuler-based record will enable
more accurate assessments of the effectiveness of military
health care, will help direct preventive services for milifary
members, and wili be useful for other agencies with responsi-
bility for veterans’ health.4”

The Compesite Health Care System II, the military health
systern's medical and dental clinical information system, s the
major information technology enabler for FHP, This system will
provide the computer-based patient record for every military
member. Release 1, currently in on-site testing, includes capa-
bilities for clinical and dental outpatient care, population
health, preventive health care, ambulatory computer-based pa-
tient record, and regional clinical data reposttories. It also will
Interface with existing health information systems and the De-
fense Enroliment Eligihility Reporting System. Release 2 will
support general dentistry, worldwide availability of records, op-
tometric services, automated clinlcal practice guidelines, and
occupational health findustrial hyglene.

The Theater Medical Information Program, which is being
developed to function in the operational environment, will
gather individual medical information throughout a deploy-
ment. Because this program is integrated with Clinical Health
Care System 1T, military medical personnel will be able to move
readily from health care in a clinic or hospital to the field, and
medical information from deployments will be more accessible
for future clindcal and health surveillance uses.

Lesson Four: Biomedical Research

Increased support for developing improved countermeastres
to protect troops from a wide range of health risks has to be an
tmportant aspect of FHP, Major health hazards incude infec-
tous diseases, equipment and workplace hazards, environmen-.
tal contarninants, heat and cold injuries, training and motor
vehicle accidents, psychological stress, and chemical and bio-
iogical warfare agents. The DoD maintains an extensive in-
house biomedical research program, supports. munereus re-
search studies in civilian universitles, and has dedieated
funding and a new Defense Technology Objective to support
FHP research requirernents.*® ‘

In addition to these ongoing efforts, Congress authorized the
DoD to establish & center devoted to “longitudinal study to
evaluate data on the health conditions of members of the armed
forees upon their return from deployment,* As a result, the
DoD established two centers for the study of deployment health,
one focusing on epidemivlogical research and another on clini-
cal care. In coordination with the VA and the HHS, these
centers will actively investigate depioyment-related health
risks, the use of clinical practice guidelines to evaluate ser-
vice members with health concérns and chronic symptoms
after hazardous deployments, and new preventive and thera-
peutic modalities.
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A major initiative-of the Deployment Health Research Center
is the Millenniwm Cehiort Study, which invelves an initial cross-
sectional sample of 100,000 military personnel who will be fol-
lowed prospectively. The Millennium Cohort Study is an integral
part of a sirategy to prevent health problems after future deploy-
ments and to maintzin troop merale, confidence, and effective-
ness. The Deployment Health Clinical Center is working with the
VA and national and international experts to develop an evi-

_dence-based postdeployment health clintcal evaluation program

{or the primary care setting *® Evidenced-based clinical practice

guidelines also are in development to assist health care provid- -

ers Iri sereening, evaluating, and ireating service members with
health concerns after their return from deployments, Future
FHP developments will be guided by the findings of intramural
and extramiral research on héalth threats and effective preven-
tive and therapeutic rmeasures for adverse hca}th effects of mil-
ftary service and depﬁoyment

Lesson Five: Interagency Coordination

Health policy and program development benefit from formial
and continuous communication among federal agencles.” Be-
fore the Gulf War, there was no established body responsible for
maintaining coordination among the agencies responsible for
health issues of military personnel and veterans. In Jamuary

1994, {he tringency Persian Gulf Velerans Coordinating Board -

was instituted, which established a model of interagency collab-
oration.® Presidential Review Directive 5 recommended an on-
going coordinating board to facilitate interagency coordination
on issues and programs enbancing the protection of military
personnel, veterans, and their families before, during, and after
fufure deployments,®

In November 1998, President Clintan directed the Secretaries
of Defense, Health and Human Services, and Veterans Affairs to
form the Military and Veterans Health Coordinating Board. The
coordinating board serves as a focal point for coordination
across the thrée departments of the ‘policies, practices, and

procedures on health issues refated to current and future mili- .

tary deployments. The board's mission was broadened to in-
clude coordination on Gulf War health issues and the monitor-
ing and evaluation of the $155 mililon portfolio of research on
ilinesses among Gulf War veterans. For the DoD, a critical com-
ponent of FHP is to build on this foundation of improved coor-
dination among fadera! agencies,

Undersianding Limitations

The DoD has applied these five lessons in the devdepment
and implementation of more effective health policy {Table I} and
a wide range of new FHP programs (Tables I and II}. However,
the Institute of Medicine stressed that the DoD and the individ-
ual military services needed to accelerate implementation of the
existing FHP policy and programs to demonsirate the tmpor-
tance that should be placed on protecting the health and well-
being of milifary members. ¥

Rapid implemerntation of the FHP strategy is constrained by .

several factors. Actions to protect the health of military mem-
bers must be gaided by current medical knowledge, Full under-
standing of the heaith impact of serviee in a combat or deployed

environment depends on better understanding of the causes .

183

‘ TABLE I
MAJOR DOD INFTIATIVES ON FORCE HEALTH PROTECTION

1. Improversents in health risk communication and
managersent, particularly for deployed military personsel
and thelr families, including predeployment amnd
postdeployment health education and increased use of
combat stress control teams during hazardous deployments.

2. Assessment and documentation of the health status of both
individhuat service members and the total force before and
after hazardous deployments.

3. Improvement in the collection, analysis, and decumentation
of & wide range of health surveillance data during
deployments, inchuding the routine felding of preventive
medisine, forward laboratoxy. and environmental survelllance
tearms.

4, Inifiation of large epidemiological studies by the Dol and the
VA [e.g., the Millennium Cohort Study) to evaluaté the long-
term health consequences of future deployments,

8. Use of the DoD Serum Repasitory, which routinely stores
serum samples seriatly collected from serving military
personnel.

6. Establishment of a registry of birth defects using both active
arxd passive surveillance.

7. Establishment of & baseline heaith database on al,l miiitary
recruits and improvements i e Defense Medical
Survelllanee Systern and medlieal record programs to improve
monitoring and evaluation of hospitalizations, ambulatory
visits, reporiable diseases, immunizaticas, drug therapy, and
other preventive health measures during military service,

8. Developrent of improved products to counter biolegieal and
chemical warfare agenta,

4. Establishment of two Dol centers for the study of

deployment health, ene focusing on epidendological research

and the other on cHolorl care. ]

Formad, continuous coordination among the Dok}, the VA,

and the HHS on military and veterans' health tssues through

the Military and Veterans Health Coordinating Board,

10,

and prevention of unexplained, chronic lllnesses in the general
population. Similarly, actions to pretect deployed forces from
diverse low-level environmental exposures in the uncontrofled
environment of a deployment need to be guided by better knowl-
edge of the effects of such expesures in the general population.
The DoD also has to strike a delicate balance between improved
health protection and interference with military operational ca-
pabiitles, Duying combat, the coltection of comprehensive med-
ical and environmental data must not hinder war-fighting ef-
forts or put noncombatants unnecessarily at risk.® The surest
way to limit combat and noncombat casualties is to win a quick
and decisive war, as in the Gulf War.

To ensure both beiter health and an unimpeded fighting
force, the related components of FHP must become a fundamen-
tal and automatic aspect of modern military operations. Conse-
guently, health care, health protection, and information re-
quirements need to be anticlpated in advance, and nof once a
conflict has begun, if questions about the health effects of ser-
vice are to be answered after the fighting has stopped. Strue-
tural changes within the Do} must be made before critical
events occur and must become part of the institutional cuiture.
To establish that infrastructire for FHP and {o instill a new way
of thinking, the Secretary of Defense, the Joint Chiefs of Staff,

Military Medicine, Vol. 167, March 2002



02/28/2003 19:28 FAX 2023342685

Goo7

##Re-printed with the permission of Military Medicine: International Journal of AMSUS#*

184 Force Health Protection
TABLE 1l
SELEC’EED INFORMA’IION RESOURCES FOR DOD FORCE HEALTH PRCTPECT&ON
Program Responsibie/Hosting Activity World Wide Web Site®
Force Health Protecticir Vision Docurnent o J-4, The Joint Staff hitp:/ /www.dtteanil/jes/j4/divisions fmird /
i . ‘ fmp . htm ‘
Defense Medical Surveillance System : Army Meéfcal Swrvelllance Activity,  htip://amsa.amny.mil
USACHPPM _
Doy Center for Deployment Health Research Naval Health Research Center * - http:/ fwww.nhre.navy.mil/
Dol Deplavment Health Clinieal Center Walter Reed Army Medical Center hittp:/ fwww.deploymenthealth,mil/
Military and Veterans Health Coardinating Department of Veterans Affaiss Bitdp:/ fevew.mvheb.gov/
Board o '
Deployment Epvironmental Surveillance USACHPPM http:/ /chppm-www.apgea.army.mil/desp/
Program
Health Risk Cormymunivation Office USACHPPM http:/ fehppen-worw.apgea army.mil /dts/hre/
Composite Health Care Svstem 11 Clinteal Information Technology http:/ fcitpo.ba.osd.nil/
’ Program Office
Theater Medical Information Frogram Program Management Office htipt/ /tmiphirs.osd.mil/

USACHFPM. 1.5, Army Center for Healthy Promotion and Preventive Medicine.

eAddresses are valid as of March 30, 2001, Some sites may be accessible only from computers with a “.mff* domain name.

and the theater commanders in chief are developing guidance
and pursuing a unified FHP strategy.'®

Essential Publie Support

FHP cannct succeed through the efforts of the military alone,
The support of elected officials smd veterans groups is essential,
Already, Congress has enacted legislation to extend health care
to all combat veterans jor 2 years after discharge or release from
active military service,! The support of military and veterans

_service associations is critical because these organizations
maintain extensive educational programs and can guickly com-
municate important information. Finally, the support and in-
volvement of the civilian medical commumnity will be indispens-
able in the implementation of FHP. Because of the size and
influence of the two largest govertment-run health care pro-
grams, changes in DoD and VA health care often: set a precedent
for the civilan sector.! Similarly, policies, regulations, and laws
developed to deal with the potential adverse effects of low-level
environmental exposures, drugs, and vaccines in the civilian
poepulation will affect Dol and VA health care options and ca-
pabilities,

During the last decade, the DoD has received one unambig-
uous message: the perceptions and expectations of military fam-
ilies, veterans, and the natien af large have changed. No longer
can the military health sysiem fust deliver a fit fighting force and
care for battlefield casualties. The DoD also must {1} address the
potential long-term health effects of military deployment, in-
cluding combat, low-level environmental exposures, occupa-
tionial risks, and psychological stress; () mornitor the health of
military members and look for potential adverse effects of drugs
and vaccines; (3) develop more effective treatment regimens for
chroric health problemns; {4} develop methods to accurately
quantiy and track environmental and accipational exposures
of individual military members: and (5] be a leader in health risk
cormmunication. Trust can be maintained ordy when the DoD is
setn as having the foresight to prepare in advance and decisively
take responsibility for the health of the military men and women
of the 21st century.

Military Medicine, Vol. 187, March 2002
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INFORMATION FOR MEMBERS OF CONGRESS
March 12, 2003

Department of Defense Force Health Protection

On March 13, 2003, at 11:30, the Pentagon will conduct a press briefing on Force Health Protection
and Deployment Health. Below is information that may be discussed during the briefing.

Key Messages:

The health and safety of our people are our top concerns.

The Military Health System provides service members a continuum of care from accession
to separation.

The force health protection program and deployment health surveillance meet the intent of
the Congressional mandate to protect the health of those who serve.

Deployment health surveillance offers the mechanisms to know individual troop health
status pre and post deployment.

Mission:

To ensure each service member has current health maintenance medical and dental
examinations, has been appropriately screened for vision and hearing, and is properly
immunized prior to deployment.

To ensure records of all health care services and events that may affect the health of
deployed service members are retained and maintained for future access.

To provide appropriate referral for follow-up medical care based on individual health
assessments and a review of deployment health records.

Discussion:

The Department of Defense (DoD) has applied medical lessons learned from the Gulf War to
help protect the health of military personnel before, during, and following deployments.

-

The DoD has developed and implemented a Force Health Protection strategy that promotes
and sustains the health of service members prior to deployment, protects personnel from
disease and injury during deployment, and provides comprehensive follow-up treatment for
deployment-related health conditions.

The DoD has instituted a deployment health surveillance program that includes pre-
deployment and post-deployment health assessments which validate individuals’ medical
readiness to deploy and address health concerns upon their return, along with improved
occupational and environmental health surveillance programs for protecting service
members’ health during deployment.

The DoD has established three deployment health centers—for health surveillance, health
care, and health research-that focus on the prevention, treatment, and understanding of
deployment-related health concerns.



The DoD has improved health risk communication through the provision of regionally-
specific medical intelligence, environmental risk assessments, medical threat briefings,
pocket-sized health guides, and deployment-focused web sites.

The DoD has coordinated with the VA to address deployment-related health concerns of both
service members and veterans by jointly developing a Post-Deployment Health Evaluation
and Management Clinical Practice Guideline and by electronically sharing medical
information through the Federal Health Information Exchange.

The DoD has taken steps to improve deployment-related medical record keeping by
developing the Composite Health Care System I (CHCS 11} and the Theater Medical
Information Program {TMIP), and by expanding the electronic tracking and centralized
collection of immunization data.

In the past few months DoD has developed and implemented the Joint Medical Work
Station. This is the most recent addition to our capability to monitor the health status of our
deployed forces. Using the Force Health Protection portal to our classified system, DoD
now has the electronic capability to capture and disseminate near real-time information to
commanders about theater medical data, patient status

Related Facts:

During the Gulf War, an assessment of a service member's health prior to and at the
conclusion of deployment was not systematically accomplished, making it difficult to
identify changes in health status which could be attributable to events that occurred during
deployment. The Institute of Medicine (I0M) subsequently recommended, and Congress
directed, pre- and post-deployment medical examinations to better assess the health of
deployed military personnel. A DoD Directive and a DoD Instruction on joint medical
surveillance were published in August 1997 and included broad direction on accomplishing
pre- and post-deployment health screening assessments.

In Qctober and December 1998, respectively, DoD (Health Affairs) and the Joint Staff
(Medical Readiness) published policy memoranda on deployment health surveillance,
providing more detailed implementation guidance and specific direction on the use of
standardized forms for health assessments. The Joint Staff published its concept of Force
Health Protection in 1999, defining three pillars: 1) a healthy and fit force; 2) casualty
prevention; and 3) casualty care and management. DoD(1{A) updated its deployment health
surveillance policy in Qctober 2001 to specifically address health assessments for deploying
Reserve component personnel. In February 2002, the Joint Staff (J4-MRD) published
updated policy that provided standardized procedures for assessing pre- and post-
deployment health and reporting diseases and non-battle injuries (DNBI), while adding
guidance for conducting and reporting occupational and environmental health risk
assessments.

Following the Gulf War, the VA and the DoD established health examination registries in
order to evaluate veterans and service members for 1llness potentially related to their service
in the war. In 1998 and 2000, the Institute of Medicine recommended that post-deployment



health care be re-focused to the primary-care level in order to broaden and enhance the
continuity of care, foster ongoing therapeutic relationships between providers and patients,
and extend this health care to encompass problems from subsequent deployments. The DoD
and the VA have designed, tested, and implemented a guideline for the provision of post-
deployment health care. The guideline provides a structure for the evaluation and
management of service members and veterans with deployment-related concerns. It also
provides access to expert clinical support to physicians and other health care professionals
for patients with difficult symptoms and ilinesses, and may provide a useful platform for
research into post-deployment health concerns.

The Defense Medical Surveillance System (DMSS) has been established under the Army
Center for Health Promotion and Preventive Medicine (CHPPM) to provide improved DoD
joint health surveillance capabilities. Operated by the Army Medical Surveillance Activity
(AMSA), the DMSS database contains historical and up-to-date data on diseases and
medical events (e.g., hospitalizations, ambulatory visits, and reportable diseases) as well as
longitudinal data on personnel and deployments.

The DoD now routinely deploys preventive medicine, environmental surveillance, and
forward laboratory teams in support of worldwide operations. For example, CHPPM
conducts pre- and during-deployment environmental health intelligence preparation of the
battlefield, and performs extensive environmental assessments of operationally-selected
staging areas and base sites. CHPPM also supplies environmental sampling materials for
deployed forces, conducts operational risk management estimates for field commanders, and
develops pocket-sized “staying healthy” guide books for deployed service members.

Improved deployment health protection measures are being designed to counter an
increasingly broad range of threats. Such measures include the fielding of new biological
and chemical warfare agent detection and alarm systems; the operational testing of
integrated electronic medical surveillance and emergency response networks; current
vaccines and anti-malarial drugs; and research on the next generation vaccines and
pharmaceuticals.

In addition to pre- and post-deployment health assessments, the military medical departments
incorporate routine health and medical readiness appraisals to ensure service members meet
and maintain health standards. A complementary effort is underway to develop standardized
DoD-wide individual medical readiness indicators.

One important health surveillance initiative prompted by post-Gulf War health issues is the
monitoring of birth defects among DoD> beneficiaries through establishment of a birth defects
registry. Another is the use of the DoD Serum Repository for routine and pre-deployment
collection and storage of serum specimens, which are subsequently available for analysis
regarding military- and deployment-related health concerns.

The Millennium Cohort Study is a comprehensive DoD health research initiative that
responds to concerns about whether deployment-related exposures are associated with post-
deployment health outcomes. A cross-sectionai sample of 100,000 military personne! and
veterans will be studied prospectively over a 21-year period.



o Tracking of immunizations was directed by DOD Instruction 6490.3, Implementation and
Application of Joint Medical Surveillance for Deployments (7 August 1997). Electronic
tracking of immunizations was initially implemented for the Anthrax Vaccine Immunization
Program in 1998, using Service-specific automated systems. Efforts are underway by the
Services to electronically track all immunizations and to centralize collection of
immunization data for surveillance and research purposes.

e The Services have begun implementation of health surveillance and computerized medical
record keeping during deployments, allowing for surveillance of health events as well as
documentation of health care and countermeasures utilized during deployment. The Theater
Medical Information Program, which is currently undergoing testing, will gather individual
medical information throughout operational deployments. This information will help to
document deployment-related health problems and be shared with the VA to facilitate
continuity of care for veterans.

Frequently asked question:

Q.

A.

I"ve heard that DoD isn’t performing health exams required by law. I'm also told that DoD 1sn’t
taking blood samples either. Is this true?

Tn 1997, Congress directed DoD to establish a system to assess the health status of deployed
service members. The elements of the system were to include pre-deployment medical
examinations, post-deployment medical examinations, and maintenance of records of these
examinations and of all health services that were received and all potentially health-impacting
events that occurred during the course of a deployment. A quality assurance program was also
supposed to be established. Direction for this health assessment was driven by post-Gulf War
health concerns.

Tn response, the DoD instituted a deployment health surveillance program that mcludes pre-
deployment and post-deployment health assessments which validate individuals' medical
readiness to deploy and address health concerns upon their return. Blood samples are taken
within 12 months prior to deployment and after return. Improved occupational and
environmental health surveillance programs protect service members' health during deployment.
This information is stored and maintained in the event that it is needed following deployment.

These efforts are part of DoD's new force health protection sirategy that promotes and sustains
the health of service members prior to deployment, protects personnel from disease and injury
during deployment, and provides comprehensive follow-up treatment for deployment-related
health conditions.

For additional information and to request briefings, please contact LTC Henselman, Office of

the Assistant Secretary of Defense (Health Affairs), 703-681-1698
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To: DEFENSE-PRESS-SERVICE-L@DTIC.MIL
Subject: Pentagon Has New Strategy for Mconitoring Deployment Health
Care

By Sgt. 1st Class Doug Sample, USA
American Forces Press Service

ALEXANDRIA, Va., Feb. 11, 2003 -- The Defense Department has changed
the way it will track and assess the health care given military
personnel before, during and after deployments, a senior Pentagon
health official said today.

DeD's new strategy emphasizes health care gurveillance of deployed
personnel, saild Dr. Michael Kilpatrick, deputy director, Deployment
Health Support Directorate, Office of the Deputy Assistant Secretary of
Defenge for Force Health Protection and Readiness.

Officials, he said, want no repeat of 1%9%1 Gulf War health care
problems, referring to widespread instances reported of deployed
personnel returning home with incomplete and poorly maintained medical
records and improperly monitored illnesses.

Kilpatrick said DoD is concerned with taking care of the health of its
military perscnnel and their families. *To do that optimally, we need
to provide preventive care, " he said. "And if a service member becomes
i1l or is injured, we need to provide treatment for them."

After a deployment, he added, personnel need to know that the
Department of Defense will provide them with care for any medical
problem they may develop.

This Force Health Protection strategy is designed to help the
department track service members® diseases and injuries and to provide
them comprehensive follow-up treatment for deployment-related health
conditions, he said.

Kilpatrick directs the DoD effort to protect the health of deployed
service members He noted there was no unigue screening being done prior
to deployment during the Gulf War. "If you were on active duty, you
were generally assumed to be deployable, " he said.

Now, he said, the Defense Department plans to see that force health is
closely monitored through a series of medical aszsessments before and
after deplovment and that health concerns are documented and closely
monitored.

Kilpatrick said the pre- and post-deployment health assessment is a
brief seriesg of gquestions that look to see if troops are physically and
psychologically prepared to deploy. The forms can be found on

DoD's deployment Web

site [http://www.deploymentlink.osd.mil] at www.deploymentlink.osd.mil.

" (The assessment is! an opportunity for them to bring up any medical
conditions that occurred to them in the last several months or in the
period since their last physical examination. It’'s a quick check te
make sure they are ready to go,? he said.



The health assessments are done on paper and checked by a physician "to
cee if there are any changes in service members' health or condition
that may reguire attention before or after they deploy," Xilpatrick
said. Later, the forms are sent to Walter Reed Army Medical Center in
Washington, D.C., where they are scanned electronically and retained

for analysis.

The Defense Department has established three deployment health centers,
one each for health surveillance, health care and health research. They
focus on the prevention, treatment and understanding of deployment-
related health concerns. Two centers are at Walkter Reed; the third is
at the Naval Health Research Center in San Diego.

The department will improve deployment-related medical record keeping
through its Composite Health Care System II and the Theater Medical
Infoermation Program, which is still being tested.

Kilpatrick said the two gystems will collect immunization data
electronically through a centralized data bank, along with computerized
medical files currently being gathered on deployed wmilitary personnel
from all the services in order to document deployment-related health

problems.

He noted that Special Forces soldiers deployed to remote areas can now
use handheld computers to gather and store medical data on soldiers and
then later transmit the data to rear operations headquarters.

5till, pre- and post-deployment health assessments and electronic
recerd keeping are only part of the force protection strategy.
Kilpatrick said broader initiatives to protect deployed personnel are
expected, and more research is being done.

The plan includes improving health risk communication and medical
intelligence; providing environmental risk assessments to commanders on
the battlefield; giving medical threat briefings; and distributing
pocket-sized health guides to deploved personnel. Kilpatrick's office
also hag created deployment-focused Web sites, such as DeploymentLINK.

In addition, the Defense Medical Surveillance System has created a
database on diseases military personnel may encounter in deployed
areas. Another plan is to deploy preventive medicine and environmental
surveillance teams to forward-deployved areas to evaluate health threats
on the battiefielid.

Another measure calls for improved biclogical and chemical warfare
detection and alarm systems. And the Pentagon is researching current
vaccines and anti-malarial drugs and exploring next-generation vaccines
and drugs, he said.

Kilpatrick said the new program shows how seriously DoD regards force
health protection.

"We've learned a great deal from deployments over the past 12 years
since the Gulf War and we intend to use those lessons to benefit those
who serve today, Kilpatrick concluded. "That's what this program is all

about .



NOTE: This is a plain text version of a web page. If your e-mail
program

did not properly format this information, you may view the story at
http://www.defenselink.mil/news/FebZOOB/n02112003M200302112.html

Any photos, graphics or other imagery included in the article may also
be viewed at this web page.

Visit the Defense Department's Web site for the latest news

and information about America's response to the Sept. 11, 2001,
terrorist attacks and the war against terrorism: "Defend America”
at http://www.DefendAmerica.mil.

Vvigit the "Department ¢f Defense Homeland Security" Web site
at http://www.éefenae}ink.mil/specials/homeland[ to learn more
about the Department of Defense role in homeland security.

Unsubscribe from or Subscribe to this mailing list:
http://www.defenselink‘mil/news/subscribe.html '
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Current Issue - Military Medical Record Keeping During the Gulf War Page1of2

Information Paper

Military Medical Record Keeping During and After the Gulf War

« Following the return of American military men and women deployed to
Southwest Asia during Operations Desert Shield/Desert Storm, 1linesses were
reported that may have been related to service in the Gulf War. Military medical
records from this deployment have not provided substantial support in the search
for causes of, and contributing factors to, these illnesses among Gulf War

veterans.

» Military medical recordkeeping policies at the time of the Gulf War tended to be
service-specific and published by the respective military Surgeons General.
During the war, the Army and the Air Force deployed an abstracted record at the
time of mobilization instead of the individual health record. Navy and Marine
Corps personnel deployed with full individual health records. The Department of
Defense issued supplemental guidance on the documentation of immunizations
that were investigational or required some measure of operational security.

¢ Post-Gulf War medical recordkeeping policy continues to be made by each
military service for routine activities in their medical treatment facilities. The
establishment of an abstracted record for deployments is now standard policy for
Army and Air Force personnel. Navy and Marine Corps personnel continue to
deploy with full individual health records.

o To better understand what happened with medical recordkeeping and to provide
some additional insight on what can be done to improve it, the Office of the
Special Assistant to the Deputy Secretary of Defense for Gulf War Hllnesses
prepared a paper that examines military medical recordkeeping policies and
practices during and after the Gulf War, as well as initiatives for the future. The
paper discusses the major recordkeeping policies in place at the time of the war,
the changes and additions to these policies since that time, and the designs for the
future.

» The Department of Defense(Health Affairs) and the Joint Staff are focusing on
force health protection and the documentation of medical surveillance activities in
support of continuing operational deployments in the Balkans and Southwest
Asia. The services now use standardized pre- and post-deployment health
assessments and they are moving towards automated immunization tracking
systems. They are also engaged in efforts to develop uniform records management
and disposition policies during deployments.

+ Cooperation has increased among the Department of Defense, the Department of
Veterans Affairs, and the National Archives and Records Administration on issues
involving the transfer and storage of medical records. As part of an initiative to
identify and facilitate veterans’ access to their Gulf War inpatient records, staff
from the special assistant’s office searched through records at the National
Personnel Records Center in St. Louis, the permanent storage site for all records

http://www.deploymentlink.osd.mil/current_issues/info_papers/med_rec_paper.shtml 3/14/63
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of hospitalizations in military medical facilities. The team located approximately
28,000 inpatient records of deployed Gulf War servicemembers and entered the
information into a database. Veterans can call toll-free at(800) 497-6261 for a
database search and assistance in obtaining copies of their records.

The groundwork is being laid for the development and implementation of an
electronic medical information carrier, a computer-based patient record system,
and a theater medical information program. These are viewed by the Department
of Defense as technological solutions to both the medical recordkeeping
deficiencies associated with the Gulf War and the presidential mandate to create a
new force health protection program with a comprehensive, life-long medical
record for each military servicemember.

More detailed information on medical records and other research projects of the
Office of the Special Assistant can be accessed on the Internet at Gulfl. INK.

hitp://www deploymentlink.osd.mil/current_issues/info _papers/med_rec_paper.shiml 3/14/03
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DEFENSE HEALTH CARE

Improvements Needed in Occupational
and Environmental Health Surveillance to
Address Immediate and Long-term Health
Issues

What GAO Found

Although OEHS data have been collected and reported for OIF, as required
by DOD policy, the deployed military services have used different data
collection methods, and have not submitted all of the OEIS reports that
have been completed. Data collection methods for air and soil surveillance
have varied across the services, for example, although the services have
been using the same monitoring standard for water surveillance. Variations
in data collection have been further compounded by different levels of
training and expertise among service personnel responsible for OEHS. For
some OEHS activities, a cross-service working group has been developing
standards and practices to increase uniformity of data collection among the
services. Although the deployed military services have been conducting
OEHS activities, they have not submitted all of the OEHS reports that have
been completed in OIF, which DOD officials attribute to various obstacles,
such as limited access to communication equipment to transmit reports for
archiving. Moreover, DOD officials did not have the required consolidated
lists of all OEHS reports completed during each quarter in OIF and therefore
could not identify the reports they had not received to determine the extent
of noncompliance,

DOD has made progress in using OEHS reports to address immediate health
risks during OIF, but limitations remain in employing these reports to
address both immediate and long-term health issues. OEHS reports have
been used in OIF as part of operational risk management activities intended
to identify and address inunediate health risks and to make servicemembers
aware of the health risks of potential exposures. While these efforts might be
helpful in reducing health risks, DOD has no systematic efforts to evaluate
their implementation in OIF. For addressing potential long-term health
effects related to occupational and environmental exposures, DOD’s
centralized archive of OEHS reports for OIF has limitations. For example,
access to the centralized archive has been limited due to the security
classification of most OEHS reports., Furthermore, it will be difficult to link
most OEHS reports to individual servicemembers’ records because not all
data on servicemembers’ deployment locations have been submitted to
DOD's centralized tracking database. For example, none of the military
services submitted location data for the first several months of OfF, and the
Marine Corps has provided location data only by country. To address this
problern, the military services have made efforts to include OEHS summaries
in the medical records of servicemembers deployed to specific locations in
OIF. Finally, according to DOD and VA officials, no federal research plan has
been developed to evaluate the long-term heaith of servicemembers
deployed in support of OIF, including the effects of potential exposures (o
occupational or environmental hazards.

United States Government Accountability Office
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LENGTH: 459 words

|
HEADLINE: Returﬂing 6Tz tested for _exposure to depleted uranium in Iradg

DATELINE: FORT DIX, _New Jarsey
|
i

BODY :

The U.S. Army is conducting medical tests on & handful of GIs whe complained
of illnesses affer reported _exposure ro depleted wranlum in Irag.

'& 5, qﬁﬁﬁﬁiﬁﬁtiﬂga;¢Gp§:§;unitﬁbaﬁeﬁ~inﬁﬁwﬁﬁgﬁbufgy“ﬁ%W~ﬁork,
have un&ergone exams at Fort Dix, and three of them remain there under
obsarvation, Fort Dix spokeswoman Carclee Nisbet said Monday.

"We are following up on this. We are on top of it. It's not something that
has fallen by the wayside, " she said.

Of nine membérs of the unit examined by a doctor at the reguest ¢f the New
York Daily News, four had "almost certainly® inhaled radiocactive dust Ifrxom spent
U.5. artillery shells containing depleted uranium, the newspaper reported
Monday. |

8ix of the nine contacted the newspaper after unsucaessfuily appealing to the
Rruy For tes:zrg bhecause of unexplained illnesses, the Dally News reported.

The asldiers complained of headaches, fatigue, shortnsss of breath, nausea,
dizziness, join@ pain and utvnusually frequent urination.

”he exposurea a@parently occurred last summer when the 442nd Military Polige
eI Trag. Most members of the unit, which includes many Nsw
werx polwce of flcers, firefighters and prison guards, remain in Irag.

Military medical officials from Walter Reed Rrmy Medical Center in
Washington
and the Army's Center for Health Promotion and Preventive Medicine conducted
tepting at Fort Dix, Nisbet said.

b
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The Army would not identify the soldlers or say whether testing revealed
contamination or! illness.

a1l National Cuard and Reszerve soldiers mobilized through Fort Dix receive
physical exams upon their return from overzeas, Nizbet said. The soldiers who
complained of ailments asked for and received a second round of evaluations, she
said, f

Depleted uranium, which is left over from the process of enriching uraniun
for use as nuclear fuel, is an extremely dense material that the U.5. and
aritish militaries use for tank armor and armor-piercing weapons. It is far less
radicactive than patural uranium.

According toéa Depleted Uranium Information Web page posted by the Army,
depleted uranium recently provided to the Pentagon by the U.5. Department of
Energy contained trace amcunks of contaminants like neptunium, plutenium,
americium, techritium=-99 and uranium-236.

*these contaminants in (depleted uranium} add less than one percent to the
radicactivity of (depleted uranium) itself,” the Web page said.

|
"Medical sciéntists consider this insignificant.”

Army spokeswdman Cynthia O, Smith would not ceomment Monday on whether other
ETOORs have comglaine& af gimilar ailmente or whether the Pentagon would take
precauticns almed at preveating future exposure.

i
On the Net: |

http:f/www.é%ploymentlink.osd.miz/dumlibrary!

LOAD-DATE: April 6, 2004
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HEADLINE: SEN. QCEUMﬁR MEERTS WITH NEW YORX ARMY NATIONAL GUARD MEMBERS BACK FROM
IRAQ SUFFERING FROM _DEPLETED URANION EXPOSURE

BYLINE: States News Service

DATELINE: WASHINGTON

ZODY : ;
The office of Sen. Charles E. Schumer, D-N.Y., igsuad the following press
relaease: ‘

Sen. Charles E. Schumer met with the soldiers from the 442nd Military Police
Company bkased in Rockland County who have tested pogitive for _deplebed
uranigm. At t§e mesting, which was reguested by the scldiers, Schumeyr promised
to take the Guardsmens® conceras to Secretary of Defense Rumesfeld. Schumer 2150
asked Rumsfeld to ensure that all GIs who segrved or are currently serving in or
near the Iragi town where 442nd was based get tested and treated for _deplated
uraniom gggogﬁﬁe.

"When it takés an expose by a newspaper to prod the Army to act, clearly
som=one's droppéd the balil, " Schumer said, *But 1 think we all want to look
forward to ensure that our other men and women in uniform serving in the same
area get some henefit f£rom what the men of the 442nd went through. The Pentagon
arill has the chance to do the right thing and give our soldiers the tests they
deserve and any| treatment they need asg quickly as possibile.”

News repoxtsiover last weekend said that four of nine soldiers from the 443nd
tested positive: for depleted uranium. The members of the company became sick
last summer while stationed in the Iragi town of Samawah. They were examined and
tested ab the request of the Daily News by an independent uranium expert whe
concluded That ﬁour nad "almost certainly® heen exposed to radicactive JQust
released by depleted uraniuy shells fired by American troops.

|

/ In August, Dutch scldiers arrived A g
] press.reports:said that those 8o
with-Geigss eomters and had fou

: edingo-Sanawa

Carpeplade e ghaTdsmar. Dutcn

; = e\ best e krgdndetot

siemodevels . In February, after
37 £ whoasmeigetenunter

reporte adiation readinge 00 fimes higher thzn backgfound levels: But
several of the jsoldiers in the 442ndsaid that doctors at Walter Reed Army
Modical Center in Washington and Fort Dix in _New Jerzey refused to test them
for exposure for months.

Depletad urdnium, 2 waste product of the uranium enrichment process, has been
yged by the U.§. and British military for more than 15 years in some artillery
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shells and as ar%or plating for tanks. It is btwice as heavy as lead. Tanks hit
by depleted uranﬁum cheils are the biggest scurces of battlefield radicactivity

hecause when depleted uranium penstrators hit a taxget and explode, a fine
aerosol of radicactive dust is formed.

r

Most members bf tha 442nd are still overseas. The Company is made up mostly
of New York police cfficers, firefighters and coryection officers, Today's
meeting with Schumer took place in Fresh Meadows, Queens, at the home of

Sergeant Jerry Gjeda.
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Slide 1
OPERATION IRAQI FREEDOM (OIF) MANAGEMENT
OF DEPLETED URANIUM EXPOSURES

R. Craig Postlewaite, DVM, MPH
Senior Analyst, Force Health Protection, DoD FHP&R
Deployment Heaith Support Directorate

Hello, | am Dr Craig Postlewaite, Senior Environmental Health Analyst for the Department of Defense

Deployment Health Support Directorate. | am here to speak with you about the assessment and medical
management of depleted uranium exposures acquired during Operation Iragi Freedom and in support of
the Post-Deployment Clinical Practice Guideline. | wili cover the following topics during this presentation:
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+ Background: what is DU, where do you find it, possible exposures, and potential health risks;
+ OIF DU Medical Management Poiicy (Health Affairs Policy 03-012) and why it was issued;
+ Specific policy requirements to include
- the identification of possibly exposed personnet;
- @Xposure assessments,;
-~ collection and processing of depleted uranium bioassays;
- analysis of embedded fragments;
- archiving of records,
- case management, to include the referral of selected individuals to the VA DU Medical Follow-up
Program; and
¢+ Where to go for additional information and guestions
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Depleted uranium or DU, as it commonly called, is derived from naturat uranium, Natural uranium is
ubiquitous in the environment. Virtually all of us have some naturaily cccurring uranium in our bodies due
to small amounts of uranium present in much of the food and water we consume. DU is what remains of
uranium ore after the more highly radioactive isotopes are removed when making uranium into huclear
weapons or nuclear fuel. DU is about 40% less radioactive than natural uranium.
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During the 1991 Guilf War, the US military used depleted uranium in combat weapons for the first time.
DU is used in the manufacture of armor-piercing munitions capable of disabling enemy tanks and other
weapons systems. It's high density and self-sharpening qualities make it better than cther available
materials for penetrating armor. The same properties make it ideal for use as armor on our Abrams tanks
to provide added protection for its crews; DU armor, however, is not used on Bradiey Fighting Vehicies.
Most of our service members have little, if any, exposure to DU, especially to forms, which might be
deposited internally in their bodies, in which case it could resuit in some concern. There are several
battlefield scenarios, including friendly fire accidents, arising in the fog of war that may resultin DU
exposures to service members.
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First of all. DU that is not taken internally into the body presents virtually no health risk. For example,
individuals who handle unexploded DU munitions or who work inside Abrams tanks that are equipped
with DU armor are not at any significant risk from DU’s low-levels of radioactivity or heavy metal toxicity.
Similarly, even if DU remained in contact with skin for long periods of time, the external radiation dose



would not be great enough to produce any tissue damage other than some mild skin irritation resulting in
some reddening of the skin.
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When DU projectiles penetrate armor, the projectiles seif sharpen and produce small shards. The
projectiles obviously can kill or wound the individuals in those vehicles, but the shards can alsoc burst into
flames resulting in small dust-like particles that can be inhated and that can contaminate wounds.

Rescue workers or others who enter contaminated vehicles could inhale or ingest these dust-iike particles
when fransferred from hand to mouth.
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Getting back to internal deposition, there are some theoretical health risks that might be anticipated as a-

result of internal deposition of DU. Kidrney damage resulting Fom DU's Tigavy metal toxicity is believed o E‘\\
be the most probable complication. The medical community, however, has vet to see any adverse health Qﬁ
Vs

effects associated with internal exposure. Even among our 1991 Guif War veterans who still have
embedded DU fragments or who Titialed DU particulates, we still have not observed any medical )
problems associated with their DU exposures. Because we are not completely confident as to whether e
longer-term exposures might result in iliness, a number of cur most highly exposed veterans from the Gu f
War continue to be monitored at the Veterans Affairs Medical Center in Baltimore, Maryland. !
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To help identify those individuals, who may have had internal exposures to DU during Operation kraqi
Freedom, we have the benefit of a urine bioassay to verify whether internal DU exposure has occurred.
This urine bioassay determines whether uranium is being excreted and the proportion, if any thatis
contributed by DU.

On May 30, 2003, Dr William Winkenwerder, Jr., Assistant Secretary of Defense for Heaith Affairs, issued
Health Affairs Policy 03-012, "Policy for the Operation Iragi Freedom Depleted Uranium {DU) Medical
Management.”

The policy addressed to the Services and to the Joint Staff includes detailed guidance on the use of DU
urine bicassays for those who may have been internally exposed to DU in order to detect and quantify
those exposures.
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This policy was issued for a number of reasons!
. To document any significant internal DU exposures through the use of biomonitoring,
- To quantify radiation dosages due to internalized DU,
- To identify individuals with embedded fragments or other significant exposures for possible
referral to the VA's DU Medical Follow-up program, and finally
- To ensure that DoD's commitment to address the health concerns of our redeploying service
members is fully satisfied.

The policy is tied in closely with the completion of the Post-Deployment Health Assessments, DD Form
2796, and use of the DaD/VA Post-Deployment Heailth Clinical Practice Guideline.
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Regarding policy requirements, the policy requires the Services to identify ali OIF service members who
may have had possible internal exposures to DU. One important means of identification is review by
heaithcare providers of the DD Form 2796 Post-Deployment Health Assessment Form to identify those
who have concerns about possible DU exposures. The Services aiso are to review operational

[



information to identify events involving the use of DU munitions including friendly fire accidents, fires
involving DU materials, or other activities that may have led to the inhalation or possible ingestion of DU
by service members. The units involved and, subsequently, the specific individuals can then be
identified.

Second, healthcare providers must perform qualitative DU exposure assessments, which include a review
of the operaticnal events that may have led to possible DU expeosures, with those who are referred to
them.
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Third, following the exposure assessment, healthcare providers will order urine DU bioassays, which [ will
say more about momentarily, for certain individuals with possible internal exposures.

Fourth, those with significant levels of DU exposure as shown by their urine bioassays will be offered
referral to the VA DU Medical Follow-up Program so that their DU levels and long-term health can be
closely monitored for changes.

Finally, healthcare providers must effectively communicate with both the individuals being evaluated and
with their families throughout this process using health risk communication methods and principles. This
will ensure that the steps being taken are clear and that there are no remaining questions pertaining to
the biocassay or to the interpretation of the results. It is very important that these individuals and their
families be provided sufficient time 1o have their concerns and questions addressed fully,
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As described in Health Affairs Policy 03-012, the DU exposure assessments determine the likelihood that
individuals may have been exposed internaily to DU. When referred 1o healthcare providers for an
exposure assessment, heaithcare providers along with the person referred will complete the Dol DU
Exposure Questionnaire and the Health Survey, which are now available as DoD Test Forms. In the near
future these two test forms will be overprinted on a single Standard Form SF-600. These forms can be
downloaded from the DeD Deployment Heaith Clinical Center {DHCC) website, http:///www PDHealth.mil.
The healthcare provider along with the individuals being evaluated will review the DU Exposure
Questionnaire and any cther supporting information. Individuals considered to be possibly exposed will
be assigned to one of the three DU exposure categories, either level |, I}, or HL

All individuals categorized as level | or level Il exposures will receive urine DU bioassays. Urine DU
bioassays are not required for those with level 1 exposures.
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Level | exposures are assigned to all individuals who were believed {o he struck by DU munitions or DU
armor fragments. In addition, it includes those who were in, on, or near, that is less than 50 melers from
an armored vehicle at the time it was struck by munitions believed to contain DU and also to first
responders who entered these vehicles {o render aid to the crewmen.

Level Il exposures inciude those, other than first responders, who routinely entered vehicles possibly
containing DU residues fo perform mainienance and recovery operations, intelligence operations, or
battle-damage assessments. This exposura level also includes individuals whose occupation required
them to fight fires invoiving DU containing materiais.

Bicassays for level | and level Il exposures should occur as soon as possible and preferably within 186
days of their most recent DU exposuras in order {o obtain the best possible measurements, However, if
more than 180 days have elapsed since exposure, bioassays must stili be accomplished.
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Level 1l exposures are those which are incidental in nature. Incidental DU exposures would not likely
result in any significant uptake of DU into the body. Examples of level [Il exposures include infrequentiy
and for short periods entering or climbing on or into battle-damaged vehicles or breathing smoke from
fires invoiving DU materials. Bicassays are not required for this tevel unless a heaithcare provider
chooses to perform one based on medical indications or upon request from individuals possibly exposed
in this manner.
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As | stated, all individuais with level | or level Il DU exposures will undergo a bioassay. The Health Affairs
Operation Iragi Freedom DU Medical Management Policy outfines the procedures to follow for the
collection and processing of urine samples for the analysis of DU. Additional information is available on
the DHCC website. The specific requirements and timelines are as follows:

The purpose of the initial 24-hour urine specimen is to obtain data to estimate the total amount of soiuble
uranium internalized as well as the fraction, if any, contributed by DU. This initial urine collection must
begin not earlier than 24 hours after exposure and, if possible, not later than 180 days after exposure. A
complete 24-hour sample requires the collection of all urine excreted during that period. Urine collection
should begin after the first morning void on the first day of collection and end after the first marning void
the following day.
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For individuals still in theater and where the 24-hour coffection may not be feasible, cofiect and process a
120-milliliter first void, spot urine sample; depending on the result, the laboratory may request that a 24-
hour sample be taken at a fater time. Should individuals present after 180 days post-exposure, procee]
with the collection and analysis of this initial 24-hour urine sample, though it may be more difficult to
accurately calculate an individuals total uranium exposure.

If cotlection of the initiat 24-hour sample began between 24 and 48 hours after exposure and was
completed as a full 24-hour collection, another 24-hour urine sample should be collected 7-10 days after
exposure. A 7-10 day urine specimen is usefut for monitoring the rate of uranium excretion and provides
additional data to estimate the amount of insoluble uranium internalized. If collection of an initial sample
began more than 48 hours following exposure, then skip the 7-10 day sample, unless it is needed for
clinical management.
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Process urine specimens for total uranium analysis and also for DU isotopic analysis through laboratories
with established analytical capabilities and quality assurance/quality control procedures that are approved
by the Service Surgeons General. The laboratory should be contacted for shipping instructions. Each
laboratory request for uranium analysis will include name, SSN, age, sex, height, and weight of the
individual; dates of exposure; the date and the start and stop times of urine collection. The sample must
be identified as an initial 24-hour, initial spot, 7-10 day sample, or a repeat sample.
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The request should specify that a urine total uranium and uranium isotopic analysis be run and that the
resuits be normalized o urine creatinine result with results expresses as nanograms of uraniurm/gm of

urine creatinine.

The request that resuiis must be normalized to the volume of urine with results expressed as nanocgrams
of uranium per liter of urine is also needed. A urine creatinine test must be requested on an aliguot of



urine taken from the entire sample. It is permissible for the collecting fab to do the urine creatinine test if
they have the capability. If this is the case, those results must be forwarded along with the urine
specimen, Isotopic analysis is the specific test used to identify the fraction of the urine uranium
contributed by DU. Coples of the exposure assessment and health survey forms must accompany the
urine sampies.
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Send any embedded fragments removed from those injured by fragments o an appropriate laboratory for
analysis of the metal composition and ensure the resuits are entered into the individual medical records.
Analysis helps verify exposure to DU as well as to identify the composition of any other fragments that
may pose a potential heath risk. Providers should discourage the keeping of fragments or other
souvenirs containing DU by the service members.
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individual medical records should contain exposure assessment questionnaires, lab results, referral
consults, and narrative summaries from follow-up care with copies of such documentation forwarded to
the DoD Deployment Health Clinical Center for archiving. The Depfoyment Health Clinical Center is the
central DoD archiving location for both active duty and reserve component for all patient information
related to DU exposure, testing, and follow-up. DHCC will ensure these personnel receive any medical
follow-up indicated. Service Labs and the Baltimore VA Medical Center will forward all DU-retated
medical documentation to DHCC for archiving following completion of DU-related health procedures.
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The Baitimore VA Medical Center has had an on-going long-term monitoring program for level 1 or level H
exposed service members since 1993. DoD has arranged for the VA {o offer enroliment of additional
DoD service members with significant levels of DU exposure into their DU follow-up program. Those with
level | exposures with retainad DU fragmenis or other level | or leve! Il exposures whose urine DU
bicassays show significant exposures are 1o be offered referrals to the program.

The primary care manager or healthcare provider who receives the results indicating that DU is present in
the urine andfor embedded DU fragments are present in the exposed individual must contact the
Deployment Health Clinical Center o discuss the results and possible referral o the Baltimore VA
Medical Center.
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if you have questions or need additional facts on the health-related aspects of DU or with the Operation
traqi Freedom DU Medical Management Program, the Deployment Health Clinical Center's "PDHealth”
website should be consulted. In addition, Service subject matter experts are available for consuitation as
well as experts at the Deployment Health Clinical Center. You can contact them by emad, regular mail, or
telephone using the contact information on this final slide,

DoD Deployment Health Clinical Center (DHCC)

Walter Reed Army Medical Center

6900 Georgia Avenue, NW

Bldg 2, Room 3G04

Washington, DC  20307-5001

Ciinician Helpline: 1- 866-559-1627

Phone: 202-782-6563 Fax: 202-782-3539

TolH free line from Europe:; 00800-8666-8666

DSN: 662-6563

Website: www PDHealth.mii Email: pdhealth@na.amedd.army.mil



